JWOCT 3 1951

STANDARD CERTIFICATE OF DEATH
REG. DIST. no { priuaRY REG. OisT. wo. SOQAQ Rcy:';lrar':Na..'_.‘ '3 S.G_

THE DIVISION OF HEALTH OF MISSOURI

Stote File No........

"BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decassed lived, If Lnni:ution residencs before
a. COUNTY Y a. STATE b. COUNTY ad:nision),
Adair Missouri Adafir
b. (:OITF;Y (1f outzide corpurata limits, writa RURAL and give §=rAI?ENG;r£ £F> €. CITY (1! outalds sorporate Limite, write RURAL aod give township), ﬂ b,/j
wnship) ( 1}
town Kirksville Y day TOWN Kirksville )
d. F}li'c%sLP#ﬂ_Eo%F (1f Bot in howpital or § give strect addrems or loestlon) d-ASJ[?REE% (If rural, xive location) ~
instmurion . Laughlin 1005 W, La Harpe
3. NAME OF a. (First) b, (Middle ¢. (Last) 4. DATE (Mm‘h) Day)
DECEASED
(Typear vy Allce Lenora Crandall ORATH & f@?l
5, SEX 6. COLOR CR RACE t 7. MARRIED NIE\.\:'EECI\E‘ISRRIED 8, DATE OF BIRTH . 9, :-GEh::i:.)"' l: mx:.n 1 YEAR | F bMDER u wms.
= (Epaui!:) t ¥ on Days | Hours | Min.
Pemale White Widowe June 28, 1866 l |
102, USUAL OCCUPATION (Give kind of work | 10b, KIND OF B‘USINESS OR IN- ] 11. BIRTHPLACE (Btate or Iorelgn coantry) 12. CITIZEN OF WHAT
done duriig most of worklag life, sven i retired) DUSTRY ﬁougm‘fd
Home Chariton, Iowa / B.A,

13a. FATHER'S NAME

:John Norris

13b. MOTHER™S MALDEN NAME 14, NAME OF HUSBAND OR WIFE

Anna Anderson ICharles W, Crandall

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{If ywu, give war or dates of servios)

(Yew. no. or unkoown}

No

-

16. SOCIAL SECURE‘J 17. INFORMANT'S S!GNATURE OR NAME ADDRESS

'i8. CAUSE OF DEATH
. Enter only ohecauso per
line for (a}, {b), and (c)
*This does not mean ANTECEDENT CAUSES
the mode of dying, such
a8 heart fallure, asthenia,
ee. I megns the dix-
case, infury, or pli

" “the underlying cause

1. DISEASE OR CONDITION ..
DIRECTLY LEADING TO DEATH*(5)

Morbid conditions, if any, giving DUE TO (b)
rise {o the above cause (a} stating

None Mrs, Bonnie Bell, Kirksville, Mo,
" MEDICAL CERTIFICATION INTERVAL BETWEEN
- * QONSET AND DEATH
re =~ 0
rd b /

tiom which caused death.

Tast, . /c N
out 10 & il Zs g Sy peolensd 17
11. OTHER SIGNIFICANT CONDITIONS - ‘ A4 /

s Cunditions contributing (o (Ae death but not
related to the disease or condition causing death.

19a. DATE OF OP_FE)AN— 15b, MAJOR FINDINGS OF OPERATION / 20, AUTOPSY?
/5 3x ves ] wo (R
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (s.g.,inorabogt | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) [STATE)
SUICIDE home, farm, factory, street, office bldg.,et0.} .
HOMICIDE
21d. TIME (Month) (Day) {Year) {(Hour} 2le. INJURY OCCURRED | 21f. HOW BID [NJURY QCCUR?
OF ' WHILEAT ] NOT WHILE|
INJURY ) WORK AT WORK, i
22, I hereby'certify that I attended the deceased from __%L IQJ_Z lo _ZQL_ IQﬂ that I last saw the deceased
.- alive on and that death occlirred al L__E , from the causes and on the date staled above.

23a. SIG

3 uue)j 23b. ADDRESS ' 23¢. DATE SIGNED
%\% % ~Kirksyille, Mlissouri 7/2-2/J‘/

24a. BURIAL. CREMA-
TION, REMOVAL (Bpecity)

Burial 7J

Y

244, LOCATION (Oity, town, or county) Y (Siate)

2 AME ETERY QR CREMATORY
&H% Bifvet Sullivan County, Mo.

DATE REC'D BY LOCAL

q_z - ,lREG

leET'ﬁTuMm{‘-

mron 8 5iGATURE ADDRE 85
M Rirksville, Mo.

(Licensed Embalmer’s Sutzmmt on Reverse %ide)
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Date Received:

. SR . . DISTRICT HEALTH OFFICE #2
\ RN Distrigt File Mumbe¥ DS S7SS
- Date Filed: 0CT2
* "'-‘: ‘ “:. .~
\ — R
STATEMENT BY LICENSED EMBALMER

s

I hereby certify that the body whosc name is recorded on the reverse side of this certificate was embaimed by me, o by eiicscee.

.............. . reraeatorans s et beans . Student Eabsimer No.
working under my personal supervision.

SEuUdENTt wuvavasnansraasens hesreaneranaaras * Si , % ‘

Student Embalmer -

. T . Licenzed .Embalmer No"(//? ...................................
P. 0. Addreaeﬁ»{ﬂf&;&% 7770

Note: The above MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for re‘socauon of license.) .o : *

If this body i is not embalmed, fa:t should be so stated above. 7 ) S




